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] inspected on 10/9/15 by the :Completion
. Director of Maintenance to I Date
ensure that there are no other 1002315
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i 3in attic.

8/2015 at 10:20 AM, revealsd
Joist between firewall 2 and firewal]
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broken joists. No other roof

joists were found to be

affected.
3. The maintenance department
Was in serviced on 10/23/15
regarding the maintenance of
the roof joists by the
Administrator,
The maintenance director will
éxarnine the roof joists
weekly for four weeks and
then monthly for two months
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achieved and thereafier {o
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preventaiive maintenance -
plan. All results will be
reported monthly x3 months
by the Maintenance Director
to the Quality Assurance
Performance Improvement
committee cornprised of the
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